Lane Eddleman, D.D.S.

Family Dentistry

2511 Broadmoor Blvd ~ Monroe, LA. 71201

Office 318-322-2013 ~ Fax 318-322-2048

Patient Request for Dental Records

Date: ______________
Dear: ​​​​​​​​​​​_______________________ 

Please send my dental records and information to Dr. Eddleman’s office (address listed above). 
Patient Name: _______________________________ Date of Birth: ___________ 

Patient Name: _______________________________ Date of Birth: ___________ 

Patient Name: _______________________________ Date of Birth: ___________ 

Patient Name: _______________________________ Date of Birth: ___________ 

Please send copies of all of the following:     

· My full dental treatment record (treatment notes).

· Any of my dental x-rays taken within the last 12 months.

· Any Panoramic and/or Full-Mouth Series x-rays taken during the last 36 months.
· ***please email digital records & x-rays to info@eddlemandental.com ***
I understand that I may be charged a nominal copying fee and postage.  If so, please send invoice to my address below. 

Thank you very much.

Signature: ____________________________________________________
Print Patient Name: _____________________________________________
Signature of Patient Representative: ________________________________ 

Relationship to Patient: __________________________________________
Address for billing if necessary: ​​​​​​​​​​___________________________________






